Primary aortic neoplasms are rare. To our knowledge only 17 cases have been described in the literature since Brodowski's initial report in 1873 (Detrie, 1960; Stevenson et al., 1971; Winkelmann, van Heerden and Bernatz, 1971; Silverman and Waxlen, 1972; Kimbrell and Kaasa, 1973) .
This report describes one additional case of aortic leiomyoma that we have recently encountered.
CASE HISTORY
A 4-year-old boy was admitted to hospital in 1973 because of an asymptomatic mass in the left hilum, discovered on chest radiography.
On admission physical examination and electrocardiogram were entirely normal. The chest radiographs (Fig. la, b ) revealed a well-circumscribed opacity in the left hilum and normal vascularity in the lung fields. Bronchoscopy was not contributory. At catheterization and angiography the heart and large vessels appeared completely normal. The postoperative course was uneventful and the patient was discharged from hospital after two weeks.
PATHOLOGICAL FEATURES Grossly the tumour was oval with a smooth, regular, external surface, measuring 7X4 cm and weighing 60 grams. Cut section of the specimen showed the typical microscopic appearance of a benign leiomyoma without anaplastic changes (Fig. 2) . The aortic wall was almost completely destroyed by the tumour and only a few elastic fibres could be demonstrated.
Primary tumours of the aorta are rare. The youngest patient affected by this lesion, as reported in the literature, was 3j months old, the oldest 65 years. Three were male and 14 female patients. Clinical symptoms depend upon the tumour's location. In some cases the intraluminal development of the lesion may simulate the symptoms of coarctation of the aorta. Severe accelerating hypertension was documented in four cases reported by Stevenson et al. (1971) . Kattus et al. (1960) made the first successful antemortem diagnosis, followed by Silverman and Waxlen (1972) , who described the typical angiographic findings in a case of intraluminal myxoma of the aorta.
In most cases the primary tumour remains localized to the intimal layer, although extension through all layers of the aorta has been described (Aussermann, 1911; Nencki, 1946; Zeilhofer, Holzner, and Krepler, 1963) .
In our patient the lesion, because of its development towards the external layers of the aortic wall, was asymptomatic until it was discovered in a routine chest film. For the same reason, Resection of a leiomyoma of the descending thoracic aorta (a) .::::.. catheterization and angiography were also unhelpful in reaching the diagnosis preoperatively.
The microscopic diagnoses offered are numerous, for example, myxoma, fibromyxoma, fibromyxosarcoma, angiosarcoma, and endothelioma (Karhoff, 1952; Kovaleva and Press, 1959; Kaigorodova and Berezovskaia, 1963; Sladden, 1964; Smeloff, Reece, and Master, 1965) .
Primary tumours of the aorta have a definite potential to embolize and metastasize widely. Emboli may occur in the spleen, liver, kidney, panteral (b) chest radiographs showing a !eft side located near the spine. creas, pelvic bones, pleura, skin, and spine (Kimbrell and Kaasa, 1973) .
From the surgical point of view excision seems, in some instances, feasible although in many cases it has not been accomplished. To our knowledge, only one case has been resected with good longterm results (Kattus et al., 1960) .
In our patient the diagnosis was made at the time of operation, followed by excision of the lesion. 
